Sex workers in east and southern Africa are exposed to multiple occupational health and safety risks. Detailed understanding of barriers to accessing care would optimise design of improved services for this population. In this study, trained sex workers conducted in-depth interviews (n=55) and 12 focus group discussions with 106 female, 26 male and 4 transgender sex workers across 6 urban sites of Kenya, Zimbabwe, Uganda and South Africa. Data were analysed thematically, following an interpretive framework. Participants cited numerous unmet health needs, including diagnosis and treatment for sexually transmitted infections and insufficient access to condoms and lubricant. Denial of treatment for injuries following physical assault or rape, and general hostility from public-sector providers was common. Resources permitting, many sex workers attended private services, citing higher quality and respect for dignity and confidentiality. Sex workers in southern Africa accessed specialised sex worker clinics, reporting mostly positive experiences. Across sites, participants called for additional targeted services, but also sensitisation and training of public-sector providers. Criminalisation of sex workers and associated stigmatisation, particularly of transgender and male sex workers, hinder HIV-prevention efforts and render access to mainstream healthcare precarious. Alongside law reform, sex worker-led peer outreach work should be strengthened and calls by sex workers for additional targeted services heeded.
Introduction
Sex workers (SWs) are exposed to occupational health and safety risks that would be unacceptable in other professions. These risks are highest in Africa and include exposure to HIV and other sexually transmitted infections (STIs), alcohol and drug use, intense stress, urogenital problems, rape, and physical violence with musculoskeletal injuries and even death (Akers and Evans 2010; Rekart 2005; Ward and Day 2006) .
Contraceptive use is often inconsistent (Sutherland et al. 2011; Khan et al. 2009 ), and unwanted pregnancy and termination thereof is common. One study of female SWs in Kenya found that 86% had had at least one termination of pregnancy (Elmore-Meegan, Conroy, and Agala 2004) . While many SWs are acutely aware of how to prevent STI transmission, they often have little power to enact this knowledge. Clients may force SWs to have sex without a condom or offer higher payments for unprotected sex (Adu-Oppong et al. 2007 ).
Continent wide, SWs bear a disproportionate burden of HIV, with prevalence commonly 10-20-fold higher than the general population (Scorgie et al. 2012; Godin et al. 2008; Baral et al. 2012 ). Many SWs, however, consider the risk of violence to be a greater and more immediate threat than HIV, clearly demonstrating the everyday dangers and difficult conditions under which sex work commonly takes place (Nairne D 2000) .
Moreover, across Africa, with the exception of Senegal, sex work and/or related activities are criminalised.
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Until fairly recently, much of the research among SWs in Africa has dwelt on their potential to infect others -indeed, as 'vectors of infection' driving the HIV epidemic -rather than on SWs' own need for health services (Wolffers and van Beelen 2003) and their potential to serve as strategic safer-sex educators (UNAIDS 2011) . Not enough is known about the day-to-day experiences of SWs as they attempt to access health services more broadly, and about how commonly such access is compromised or even denied outright, information that could be used to optimise the design of services for this population. Such services, with its consequent reduction in the burden of HIV and other STIs among SWs, should be prioritised within all HIV epidemic settings. Reducing these burdens would markedly improve the health of SWs, but also, evidence suggests (Steen, Chersich, and de Vlas 2012; WHO 2012) , might interrupt transmission of these infections among their clients and the general population. This paper reports a study in four countries of east and southern Africa that examined female, male and transgendered SWs' experiences of seeking public and private healthcare, barriers to accessing these services, and perspectives on how services might better address their needs. The study was commissioned by a continent-wide SW-led organisation, the African Sex Worker Alliance (ASWA), and its parent body, the 1 In the study sites, sex work is an explicit criminal offence (Uganda and South Africa), or itself not a crime, but activities associated with it are (Kenya and Zimbabwe). Uganda's Penal Code Act, Section 139, states that a person engaging in prostitution commits an offence, liable to seven years imprisonment. In South Africa, sex work is a criminal offence under Section 20(1A)(a) of the 1957 Sexual Offences Act. Sections 153 and 154 of Kenya's Penal Code designate living off the earnings of sex work, and soliciting or importuning for 'immoral purposes' a criminal offence. Similarly, sections 81-87 of Zimbabwe's Criminal Law (Codification and Reform) Act makes soliciting, procuring and living off the earnings of sex work a crime.
Sex Worker Education and Advocacy Taskforce (SWEAT), South Africa, as a contribution to the evidence base and to build a platform for coordinated advocacy in the study countries.
Methods
Interviewers collected narrative information directly from SWs through individual, in-depth interviews (IDI) and focus group discussions (FGD). This approach was chosen for its ability to capture rich and nuanced detail on the realities of SWs' lives (Arnott and Crago 2009) . Interviews were conducted by peer educators affiliated to ASWA in the four study countries, who were already familiar with the working conditions of SWs by virtue of their own lived experience and advocacy work within these communities. Interviews were thus framed by a mutually respectful, non-judgemental context, and members of the SW community were capacitated and involved as active agents in research. Prior to data collection, peer educators (hereafter "interviewers") attended a three-day training workshop in South Africa, which covered qualitative research paradigms, basic interviewing skills and research ethics.
Data collection took place in six urban sites in four countries, namely: Mombasa, Kenya; Kampala, Uganda; Bulawayo, Zimbabwe; Hillbrow, Johannesburg and the towns of Musina and Thohoyandou in Limpopo Province, South Africa. Originally, sites in Mozambique and Nigeria were included in the study and interviewers from these countries attended research training. Due to logistical problems in Nigeria and delays in securing research approval from authorities in Mozambique, these sites did not contribute data to the study.
Study sites were selected as they are locations with existing ASWA operations and where the network is presently consolidating and extending its advocacy activities. Data collection was standardised across countries, although limited modifications to study tools were made to accommodate some countryspecific investigation. Data collection was coordinated by the principal investigator, based in South Africa (FS), and involved close supervision, albeit at a distance from field sites.
Study population, sampling and recruitment
During training, interviewers developed a brief synopsis of the SW community in their study area, based on outreach experience. This synopsis -providing detail on sex work settings (such as bar, brothel or street) and the proportion of the population who are migrants, for example -guided recruitment, which aimed to enrol samples that matched each profile. Snowball sampling was used, in which initial participants, matching the local synopsis, were identified through existing networks of the interviewers, and then asked to recommend others for potential recruitment.
SWs older than 18 years and who had at least one client in the past week (to capture current as opposed to former SWs) were eligible. The term "sex worker" was defined as involvement in sexual commerce, specified as "any agreement between two or more persons in which the objective is exclusively limited to the sexual act and ends with that and which involves preliminary negotiations for a price" (UNAIDS 2000) .
Data collection and analysis
IDIs and FGDs were semi-structured, using interview guides containing mainly open-ended questions and some prompts. Questions covered the following themes: recent experiences of accessing healthcare, disclosure of SW status in healthcare settings, quality and coverage of HIV services, and strategies adopted to secure access to services and counter discrimination. Interviewers translated data collection tools into local languages, as required. Most interviews were audio-recorded, and then translated and transcribed by interviewers. Six participants declined recording, and for these, hand-written notes were taken.
Interviews were analysed thematically, following a grounded-theory approach (Strauss and Corbin 1998) . This process (led by the PI) involved initial open coding of transcripts, then identification of key concepts that best summarised and explained the participant's experiences. Key concepts, forming an overarching conceptual framework, were then used to guide the remainder of the analysis and writing up of the data. This framework encompassed concepts such as: participants' greatest health needs; positive and negative experiences of accessing healthcare; stigma in health settings; and strategies for improving healthcare access for SWs. The conceptual framework was cross-checked by interviewers and three other members of the study team as the findings were being written up, to build a degree of consistency in overall interpretation.
Ethical considerations
Participants provided written informed consent, after explanation that participation was voluntary and that anonymity would be respected. Interviews were held in locations that maximised participant confidentiality and safety, such as the participant's own home, the interviewer's home or a private room in an NGO office.
In each site, participants were referred to local counselling, health and legal organisations if required. Ethical approval for the study was granted by the Human Research Ethics Committee (Medical) of the University of the Witwatersrand, South Africa. 
Results

Between
Profile of participants
Across sites, the mean age of women ranged between 26 years in Limpopo and 36 in Bulawayo. Nearly half the women in Limpopo province were 25 years or younger, while women in other sites were mostly aged 25-35 years. The mean age of men was 26 years, ranging from 20 to 36 years. The transgender participants, three from Mombasa and one from Hillbrow, were aged 25 to 34. In the South African sites, a large proportion of women had completed secondary school (93% in Hillbrow and 83% in Limpopo). By contrast, most of the Ugandan (63%) and Zimbabwean (48%) women had only attended primary school. Three of the four transgender participants had none or primary education only, while around 80% of the men had secondary or higher education. Overall, only a handful of participants had tertiary-level qualifications. Most women had children, with almost a quarter having three or more. By contrast, only one transgender participant had a child, and 81% of men had none.
None of the women in Mombasa, Kampala and Bulawayo were foreign migrants, although most had been born outside of the cities in which they now worked. Conversely, around 60% of participants in both Hillbrow and Limpopo were cross-border migrants -almost without exception, from Zimbabwe. Among the males, 25% were foreign migrants, with a further two thirds born outside their city. The same proportion of transgender were foreign born, while the remainder were born in the cities they now worked in.
Duration of sex work varied considerably, with some women reporting as many as 20 years in the industry. Male participants had been SWs for a mean 6 years, transgender participants for 13, while average duration among women varied from 11.3 years in Mombasa to only 3.5 years in Limpopo. Transgender SWs reported 6 to 26 clients in the past week, men a median 6 in the past week, and for women this figure ranged from 20 in Mombasa and Kampala to around 5 in Limpopo and Bulawayo. About 60% of the women said they had an income source aside from sex work, although usually erratic. No transgender participants had other forms of employment, but one quarter of men did.
Sex workers' most prominent health needs
SWs listed a wide range of health needs, a number of which could be considered occupational health problems arising from the particular contexts of sex work itself. Foremost amongst these is the frequent exposure to STIs, and the consequent need for proper STI diagnosis, treatment and follow-up. Among east African participants, contracting STIs was largely perceived as "inevitable"; as one put it, "there's no way we can avoid STIs" [Female, Kampala] . Some women reported frequently experiencing "lower abdominal pain" -potentially a sign of untreated STIs or other reproductive health problems. Discomfort and even injury during sexual intercourse was also common. Sibongile 2 , a 21-year old woman in Limpopo narrated the following experience: "I found a client, and he was bigger than me, as you can see I'm thin. He slept with me in bad way.
Then when we finish, I try to stand up I feel pain inside me. And by that time I could not stand up.
He took me to a hospital. The nurse told me that I have injured inside my womb then they told me that they are going to take out my womb because they can't operate it, now I'm living without a womb."
Many women expressed an unmet need for pap smears and female condoms. Unplanned pregnancies -often terminated in extremely unsafe conditions -were reportedly common. Aside from South Africa, termination of pregnancy is either illegal or only permissible under limited circumstances, placing safe abortion beyond women's reach in these countries. Eve from Mombasa (aged 26 years) explained:
"Whenever I forget to use a condom I get pregnant, but I don't like hospitals. I buy medicines from pharmacies and terminate my pregnancy. I use alcohol to remove pain."
The profound vulnerability to HIV infection faced by SWs across Africa emerged as a strong theme. Much of this is linked to the violence that accompanies sex work and the twin contexts of patriarchy and criminalisation of SW that together undermine their ability to protect themselves.
"One time I went with a client -I don't know whether he was a police man or not because he had a pistol. He forced me and removed the condom and had unprotected sex with me. After some time, when I went for HIV testing I was positive, yet earlier I had tested negative before having unprotected sex with him." [Jackie, 26 years, Kampala]
The need for medical attention for physical injuries following beatings and rape was described by virtually all participants, whether female, male or transgender. As detailed below, however, such treatment was often denied when health providers realised or knew they were SWs. Participants hinted at long-term traumatisation resulting from high levels of abuse and public humiliation, which manifested most frequently as depression, anxiety and self-loathing.
"…whenever somebody degrades you, you always feel ashamed and become sad" [Nomusa, 38 years, Hillbrow (female SW)] "It's a risk to do this job. A lot of the SWs are dying, and no one is taking care about these problems. You put your life in a small bottle, you can't breathe." [John, 21 years, Hillbrow] 
Experiences accessing healthcare
Healthcare-worker hostility and denial of treatment
Participants cited broad challenges with accessing public-sector facilities that are presumably common to all patients attending these facilities. These included, primarily, long waiting times, high user fees, medicine shortages and inadequate transport to hospitals. But SWs experienced several additional barriers to receiving decent care. Providers were described as "abusive" and "hostile", at times explicitly withholding treatment, referring SWs unnecessarily, or explicitly blaming SWs for their illnesses.
"When I fell sick and went to a health centre and they realised that I was a SW, they did not treat me like a human being. When the health worker came to attend to me she said that I should go to the other health worker and when I reached the other health worker, I was told that he had no time for me. So I left without getting treatment." [Anna, 19 years, Mombasa] "We are despised in the hospitals. They [providers] say, 'We don't have time for prostitutes' and they also say that if one prostitute dies then the number reduces." [Belinda, 27 years, Kampala] Discriminatory treatment was applied even at times to family members of SWs who accompanied them to health facilities. One participant recounted being pushed to the end of the queue when bringing her child for treatment and was attended to only after all other patients had been seen. Accessing STI services was described as a major challenge across sites. Accounts emerged of having to bribe health workers for treatment in Uganda and Zimbabwe, where SWs had to pay extra for STI treatment. Providers in these countries were also said to apply treatment guidelines that are only relevant for people within monogamous, long-term relationships, thus compromising SWs' STI treatment. In Zimbabwe, two respondents were refused treatment because they could not bring their partners along. Another shared the following experience:
"When you go to the hospital the health workers say, 'We will not treat you unless you come with your husband'. We don't have husbands, so we go to drug shops and buy some drugs to relieve us from the pain." [Mirembe, 25 years, Kampala (female SW)] Not all experiences of public-sector facilities were abusive, however. Although rare, some described their relationship with clinic nurses as "good", while others recounted positive experiences in public hospitals: "I had a cyst…I went to the hospital and they treated me very nice" [Rita, 28 years, Bulawayo].
A female in Kampala who sought treatment for an STI at a government hospital reported having "a good reception", and being treated "like a general patient", despite being known as a SW by the health workers there.
Violations of privacy
A common finding was that when participants attend public facilities, health providers ask what work they do and -if sex work is disclosed -this information is revealed to other providers and even to accompanying relatives. SWs are also commonly interrogated unnecessarily, asked inappropriate questions or encouraged to exit the sex industry:
"One time I went to the hospital where they knew me and the health worker started saying, 'Imagine, a beautiful girl like you selling yourself. Why can't you get a man and get married?' Imagine, I was sick but that is what he had to say. I answered him, 'Do you think I'm very happy doing this kind of work? I have many problems and that's why I'm doing this work…" [Belinda, 27 years, Kampala] Male SWs in particular are often seen as a curiosity by health workers: "One time I had a problem and went to a clinic and I explained to the doctor and the doctor was like, 'Let me come back' and after five minutes I saw all the nurses coming and peeping in the room looking at me and going back. So when the doctor came back I asked him, 'Have you said anything to these people? So I don't have a right to confidentiality between me and you?'" [Jerry, 27 years, Kampala] This form of stigmatisation and breach of confidentiality is even more acutely experienced by transgender SWs. Tracey, a 25-year old transgender participant in Hillbrow, recounted the following experience after being gang-raped by clients:
"I go to report to the police, they told me to go to the hospital and l was still wearing my jeans, wig and with my breast. When the doctor examined me and find out that l am a she-male, he called other doctors and nurses. They left their work to come and see that a man got raped. lt was like a mockery… The doctor told me I was not raped but I was sodomised because I am a man. The way l was dressing they said 'what kind of a woman [are you]?' I just walked from the hospital without being treated. It was not fair because l was raped the whole night."
Related to these scenarios are instances of overt homophobia against male SWs, who incur a 'double stigma'. Some participants even regarded homophobia as worse than the stigma and discrimination they faced as SWs. Lee, a 28-year old, Hillbrow-based male SW, believed that religious bigotry underlay the attitudes of the female nurses who showed reluctance to treat him: "So just maybe being gay around their Christianity, they don't believe in being gay. And they talked "When we go to the clinic we will be scared to tell the nurse because they will start asking you, 'Where did you get it? How did you get it?' So it will be really painful for me to say I got it like this or I was doing this. So I will end up lying which will make me not to get the right medication." Indeed, non-disclosure of SW status was recognised by many participants as undermining diagnostic accuracy and treatment effectiveness, and some acknowledged that non-disclosure was ultimately not a
problems SWs are facing" and called instead for dedicated facilities providing services for SWs alone.
Accessing HIV services and commodities
About one third of participants claimed to know their HIV status, while others reported being unaware of where to go for a test, or said they could not afford transport costs or user-fees. Underlying these responses, although not explicitly voiced, was perhaps a form of "self-stigma" that results from the internalisation of broader social discrimination against people living with HIV, and which appears to be magnified for SWs with HIV. A strong theme in the interviews, regardless of study site, was the impact of overt discrimination and consequent social isolation on SWs' willingness to get tested for HIV.
"They fear that if tested positive they will be mistreated. Unless someone is strong they can go for testing, but not all of us have strong hearts." [Eve, 26 years, Mombasa] Mirembe, a female SW based in Kampala (25 years), described the extent to which this stigma even pervades the SW community, preventing disclosure, delaying treatment and scuppering opportunities for support among SWs themselves:
"When SWs get to know that you are HIV positive, when they see you with a client they tell the client not to take you, that you are sick and you are on treatment. You may go with your friend for testing. Now when your friend gets to know that you are HIV positive you will fear to go to the hospital for treatment till you are ill because you wouldn't want your friend to notice you going for treatment."
Only three participants mentioned having been forced to have an HIV test against their will or being tested surreptitiously without consent (in Hillbrow, Kampala and Limpopo). Also, only few recalled having sought a test, but being denied this service altogether. "When the [doctor] who tests came, he was rude. I explained to him and told him that I was a SW
and I wanted to get tested for HIV. And he told me, 'we don't have time here for SWs'. He told me to come back tomorrow and he went. I kept on going there, but was not tested." [Phyllis, 27 years, Kampala] Participants in all sites except Hillbrow reported difficulties in accessing male condoms, particularly when working in locations on the outskirts of cities or in rural areas. In Bulawayo and Kampala, condoms were sourced free of charge from local and international NGOs, HIV clinics and hospitals, or purchased from retailers or vendors outside bars. SWs living in rural areas outside Kampala reported frequent difficulties in accessing condoms at all. At times they would resort to expired or used condoms, or stop work for a period: "…in Migyera we searched for condoms and failed to get them and we gave the job a break till we were [helped] by someone who came to town and brought for us some condoms…it took us four days without condoms and not working." [Anna, 19 years, Kampala] In Thohoyandou, Limpopo, participants bought condoms from spaza shops [small independent trading stores] and petrol stations, and obtained them free from local NGOs, although these sources were considered largely unreliable. In most instances, however, condom supply was curtailed by the very institutions that one would expect to support distribution of safer-sex commodities. Health workers at public facilities were described as restricting the number of condoms per client: "they give you one packet and say, 'share that Evidence from one of the local NGOs in Thohoyandou, which has been monitoring condom supply in the town, suggests that it is common practice for police to seize condoms from SWs, burn informal condom distribution sites established by SWs, and arrest anyone found with condoms at night.
One consequence of these difficulties in accessing condoms was that SWs' desire to practice safer sex cut into their earnings: "Now we are forcing a client to buy condoms and deduct his ten rand [+/-£0.72] from the money he is supposed to pay you." [Tendai, 30 years, Musina (female SW)] Across all sites, female condoms were almost impossible to source, although highly desired by female SWs.
Few reported having direct experience of lubricant use, and in many cases, had never seen lubricant or understood its purpose. In Uganda, however, both male and female SWs said they had been able to access lubricant from a local NGO in the past, and made a strong plea for improved and regular access.
"My first time I saw it from WONETHA, but the way it helped us we really liked it and we request for support that we get more lubricant because it made us happy." [Amy, 28 years, Kampala] When asked why lubricant access was so important, their responses revealed what a difference it would make to SWs -from a health and wellbeing point of view -if this commodity were readily available.
"No matter how big the man is he can still enter you… even if you go with ten clients in one night even twenty everything moves on smoothly…this lubricant makes you smooth and soft. When a client is entering you…this also prevents the condom from breaking." [Florence, 24 years, Kampala] "At times if you don't have lubricant you end up with some cuts because there are different [sized] penises, so when you use lubricant it goes easy." [Bongani, 24 years, , Hillbrow (Male SW)] Male participants in Hillbrow strongly concurred, pointing out that lubricant had to be purchased from pharmacies and was expensive. As a consequence, alternative oil-based substances -such as "lotion and Vaseline" -were used instead, which could undermine the integrity of latex condoms.
Alternatives to the public sector
We were particularly interested to know more about SWs' encounters with targeted health services. Only participants in the southern African sites mentioned such experiences. Virtually all those interviewed in Hillbrow had used Esselen Street Clinic for HIV testing or treatment, contraceptives and other services. This clinic -run by a large, well-established research institution in the area -is specifically for SWs. On the whole, health workers here were said to have a "good attitude". Almost unanimously, participants described private health services as being of higher quality than the public sector. Private facilities were widely regarded as "friendly" places where SWs would be treated with dignity and their confidentiality respected. After being shouted at by a doctor in a public-sector hospital in Mombasa, when Aisha had a suspected STI, she sought treatment instead at a private facility: "I was well counselled and they treated my infections very well until I was healed. I like that doctor, even he advised me to do a HIV test but I declined by telling him I am not ready. And he replied to me, 'It's OK, when you are ready come for the test.' I was very happy for myself with the way that doctor treated me." Private doctors were also favoured because they were known to not inquire too closely about the work done by SWs, or deny them care:
"…last time I go to the clinic bleeding too much, they didn't treat me and told me, "You are a SW, you want sex too much, we can't treat you." So I go to the private clinic; they treat me nice." [Zinhle, 26 years, Musina] At least one male and one transgender participant described rare experiences of being cared for by private health workers in an atmosphere of acceptance and non-discrimination, in stark contrast to the homophobia commonly encountered in public-sector facilities.
"I had an STI last month and I went to a private clinic. They treated me well and even I had told them that I am gay and a SW, they were still friendly. I even now know my HIV status because they The future: SWs identify strategies for change
We asked participants to articulate how they thought services for SWs should ideally be structured and how existing barriers to healthcare could be addressed. Most of their suggestions were direct responses to the shortcomings and challenges identified in the public sector and described above. Firstly, participants across sites called for training of health providers to sensitise them to the needs of the SW community. Secondly, the idea of a 'supporter' or 'advocate' in health settings was put forward: a person to represent SWs in the face of open hostility or a lack of an empathetic response from providers.
"…we want people to stand for us because they [health providers] don't understand us when we go to the clinic" [Zinhle, 26 years, Musina] As a third suggestion, there were many calls for 'sex-worker specific' facilities and services: "…we SWs should be given our own hospital where we can disclose our status and what we are suffering from…a hospital where we can go and disclose and open up to the health workers." [Susan, 33 years, Kampala] Then, in Limpopo, the need for better access to information about health was strongly emphasised, perhaps highlighting the extent to which SWs in this area are marginalised and thus not reached by mainstream health education.
"Bring an expert of health who can teach us about healthy issues so that we feel free to ask some of the things we want to know." [Tendai, 30 years, Musina] Finally, a strong theme was the need for SWs to work together as a unified community, lobbying with a single voice for their rights to health care to be respected. This collective action was considered a challenge, however, given intense competition for clients in some environments. In Limpopo, participants in a FGD described "jealousy" between SWs that often undermines attempts at co-operation, even at times extending to physical violence among SWs.
Many participants noted the influence of the broader context of criminalisation and social exclusion on their health and experiences of interacting with the healthcare system. Elise, a 29 year old SW in Kampala, shared with us her conviction that this context impacted directly on SWs' ability to protect themselves from HIV:
"…the government says that this work is not recognised and they don't give us condoms because they think that when they give us condoms we will promote sex work. So this suppresses me because even if I'm a SW I'm entitled to protect myself."
Aside from curtailing their access to health services, the illegality of sex work was also understood to lend legitimacy to ongoing abuse and humiliation of SWs. Several strong calls for the removal of criminal laws were made: "lf sex work is allowed, you would be working freely just like other jobs and you cannot be stigmatized by the community and police." [Kedi, 26 years, Hillbrow (female SW)] In a similar vein, and speaking to the broader social context of anti-SW discrimination, Elise from Kampala neatly captured how increased social inclusion might improve overall health and wellbeing for SWs and ultimately change their lives:
"But the best thing would be working together, because we are from one country, same blood.
Because when you discriminate against someone, this brings a lot of pain in someone's heart and this can lead to death. Everyone needs to be loved."
Discussion
The study found that discrimination against SWs was widespread, particularly in public-sector facilities, where it was common for SWs (once their occupational status became known) to be ignored, denied treatment, insulted and -particularly for male and transgender SWs -treated as objects of curiosity by health providers. SWs' access to state-provided health services is clearly hindered by prejudicial provider attitudes which reflect the stigma attached to sex work in these societies more broadly. This echoes previous findings (Stadler and Delany 2006; UNAIDS and Kenya National AIDS Control Council 2009) , especially notable in one study in Zimbabwe, where nurses publicly derided SWs and attended to them only after seeing to all other clients (Pswarayi 2010) . Experiences of SWs in the four countries were broadly similar, with relatively few distinguishing features across sites. There were important exceptions to this general experience of discrimination, however. Although few and far between, some participants reported receipt of respectful and satisfactory treatment by health workers, mainly in the private, not-for-profit or NGO sectors. These positive experiences are important to document as they illustrate that delivery of high-quality healthcare to SWs is within reach, even in the public sector.
Where they exist, dedicated SW clinics appear to be most successful in the settings studied. These services are offered in many places on the continent (Stadler and Delany 2006; Lafort et al. 2010; Luchters et al. 2008 ), but generally have low overall coverage and are of uncertain sustainability. These are mostly run by NGOs or research groups, and are largely disconnected from broader government efforts to address the HIV epidemic. Strong calls by SWs in our study for targeted, SW-specific facilities should be heeded, but with caution. In theory, such dedicated facilities could become stigmatised in themselves if attitudes in the broader society remain unchanged, although no evidence for this emerged in our findings, where many participants actually strongly endorsed such facilities.
In the long term, a mix of both models may be the answer: sex-work specific clinics in areas of high SW concentration, linked to programmes for training and sensitisation of providers in mainstream facilities.
The literature on integration of HIV and sexual reproductive health services for the general population potentially provides useful models that could be adapted to this context; these models have shown evidence of increased uptake of services following integration, reduction of HIV-related stigma, and improved coverage of services for underserved and at-risk populations (Church and Mayhew 2009) . Some degree of adaptation will be required to mainstream services if they are to meet the needs of the SW community. For example, existing approaches to STI diagnosis and treatment for SWs, which assume monogamous, longterm sexual partnerships to be the norm, are clearly inadequate.
T r a i n i n g i s r e q u i r e d f o r h e a l t h w o r k e r s t o s e n s i t i s e t h e m t o S W s ' s p e c i f i c n e e d s a n d t h e inappropriateness of interrogating SWs about what they do or of encouraging 'rehabilitation'. Wherever possible, SWs themselves should lead these initiatives. Performances by SW-led drama sensitivity groups in clinics in Cape Town, South Africa, for example, have been used to show providers how SWs are denied STI treatment, to apparently favourable responses from clinic staff. A more systemic approach involving engagement with higher levels of authority is also required, through dialogue with relevant Ministries of Health. Encouragingly, SWs have been included in recent panels responsible for devising SW guidelines for WHO and South Africa.
Irregularity of condom supplies was a disturbing finding emerging in this study. Concerted efforts are needed to ensure that sex work settings have reliable condom stocks, especially entertainment establishments such as bars, clubs and hotels. A clearly neglected issue is the distribution of lubricants and sufficient female condoms. Once available, demand for the latter may rise rapidly, as found in a recent female condom promotion project in the Thohoyandou site, implying that supply systems need to anticipate sharp increases in demand.
SW-led outreach is a particularly pertinent strategy to improve condom access, and to win the support of owners and staff members at these venues (Lafort et al. 2010; Luchters et al. 2008) . Peer educators also could play a key role in reaching 'hidden' SW populations -particularly migrant and injecting drug-users.
Moreover, peers should specifically seek out SWs who have lost trust in the health system, following hostile or abusive interactions with providers. A clear area for intervention is addressing SWs' fears of and reluctance to access HIV testing. Within a rights-based approach, initiatives to increase uptake of these services should pay special attention to ensuring that SWs receive sensitive counselling, emotional support, and high-quality treatment and care for those testing positive. SWs in southern Africa have engaged in strategies to diminish violence and challenge the view held by health workers and others that such violence is acceptable (Arnott and Crago 2009 ). Further research is needed on the success of these strategies in the long run, how to enhance their impact and how untapped resources within SW communities could be accessed to build collective solidarity among individual SWs. Additional research could focus on developing and testing interventions to alter health workers' attitudes towards SWs.
Limitations
The participation of fewer countries than initially planned limits the ability to generalise these findings. Also, 'snowball' sampling tends to recruit SWs that are more visible, cooperative, and interested in participating in research, rather than capturing a truly representative sample (Shaver 2005). Although efforts were made to select a heterogeneous sample that reflected the diversity of the SW population in each site, we cannot determine whether this was achieved.
Most interviewers had little or no previous research experience, since their background was essentially that of peer education and outreach work, and supervising data collection at a distance posed several additional challenges. By placing full responsibility for data collection and transcription in their hands, however, they were able to learn valuable research skills and broaden their understanding of the experiences of SWs in their area. They built new relations with SWs who had not previously been involved in ASWA activities and thus opened-up future capacity-building possibilities. Finally, using the available data, we drew distinctions between the experiences of female, male and transgender participants, as far as possible.
Disaggregating SWs' experiences by gender was not, however, a primary objective of the study, but future research could address this by recruiting sufficient participants from each gender and ensuring that interviewers and study team members apply a pre-specified gender classification in their analyses. not all these amendments were passed, the proposal signalled that disturbing attitudes towards SWs are entrenched in the public sphere and remain in active circulation. These need to be urgently addressed by human rights and health activists, working in tandem with the SW community. Other pieces of legislation, though not specific to sex work, also impact negatively on SWs -such as sodomy laws in Zimbabwe and other countries. These laws create fear among SWs, and instil a deep reluctance to disclose their experiences and actively challenge the shoddy and at times abusive treatment they receive from healthcare workers.
Conclusions
This study highlights yet again the importance of a rights-based approach to health interventions with SWs, which directly addresses the broader historical disempowerment of SWs in the region and frames access to health and dignity as a human-rights issue. The health sector needs to embrace this approach, rather than being content with outdated disease control models, especially those based on a moralistic approach to sex work. SWs and SW-led organisations and collectives need to take centre-stage in this response, as full and active participants, leading outreach programs and taking control of advocacy to reduce stigma and to demand access to health services as any other citizen would enjoy.
